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Foreword 

 
Our 5th MSNAP National Report is an excellent way to celebrate 10 very successful 

years of the Memory Services National Accreditation Programme. It is also an 

opportunity to thank the wonderful team at the College’s Centre for Quality 

Improvement for many years of outstanding work. I also want to acknowledge the 

magnificent contributions of family carers; people with dementia; memory 

services staff; the MSNAP review teams and the accreditation committees. Finally, 

many thanks to the Alzheimer’s Society, who have made this a high quality, 

sustainable programme which has improved the experiences for people with 

dementia and their families across the UK. 

  

Despite a decade of major cuts to funding and the challenges of austerity across 

the NHS, and despite the clinical pressures due to many staff vacancies, we have 

still managed to increase the number of members in the network and maintain 

the involvement of over 90 of the Memory Services for several years. Memory 

Service caseloads have increased considerably, and fortunately this has been 

matched by a progressively increasing number of staff working within the services. 

Reflecting their high caseloads of almost 800 patients each, services now have 

substantial teams, with on average 19 staff per service. This is another indicator 

of success in that commissioners and NHS services are pleased with the quality of 

services and are investing accordingly.  

  

I am delighted to see that 50% of services can provide a diagnosis within 6 weeks 

of the date of referral and the average time between referral and first assessment 

has fallen from 39 days to 33 days in 2017/18.  We expect this trend to continue 

so that patients and their families can receive a more timely diagnosis. The vast 

majority of patients and carers also felt that they had enough information from 

the Memory Services team but would like to know more about available support 

and what to expect as dementia progresses. 

  

Just over 10 years ago, MSNAP had small beginnings, with standards being 

developed and piloted in Havering Memory Services in North East London and a 

full-scale pilot in the North West of England and we were only able to launch the 

this as a national programme because 30 services agreed to enrol. 

  

We have built on this over the last 10 years to improve the quality of services all 

across the UK and to provide a model for best practice which leads the world. We 

look forward to the next decade of MSNAP, which we hope will help to enable 

further improvements in the quality of services for people with dementia and their 

families. 

 

  

Professor Martin Orrell 

Chair of the MSNAP Accreditation Committee 
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Introduction  
 

The completion of MSNAP’s first decade is a good time to assess what it has to 

offer Memory Services. Most importantly, it provides in its standards, a secure 
framework for services to plan their development in both the short and longer 
term. The standards identify and distinguish between essential, highly desirable 

and desirable features, and help staff prioritise their objectives in cycles, each of 
3 years. The priorities laid out in the standards offer a reassurance that services 

are developing along the right lines. These are regularly reviewed by the College 
so that changing circumstances, national priorities, the latest good practice and 
advances in dementia research can be taken into account by clinicians in their on-

going work. 

Participating services receive a peer review at the start of each cycle. The review 
teams, consisting of fellow-practitioners and patient/carer representatives, have 
relevant first-hand experience, recognise the pressures services are under, and 

are concerned to help services make accurate judgements about their work. The 
objectivity of review teams allows them to identify good practice, which can often 

be taken for granted or overlooked by busy professionals, and in coming to a 
balanced assessment of a service’s work, this needs to be set against those areas 

which can be strengthened or improved. 

The 3 yearly cycles take services on a developmental journey. Early cycles ensure 

that all the basic essential elements are securely in place, that clinical and 
administrative systems operate well, and that statistics are confidently used by 
the services to monitor and evaluate their own performance. Later cycles usually 

show services operating at a consistently high level and with increasing 
confidence, as they continue to address both the highly desirable and desirable 

MSNAP standards. They also seek systematic feed-back from patients and carers, 
and ensure that staff continue to support one another in their demanding work. 
By the time services come to Cycle 5 and beyond, which some of our earliest 

participants are now doing, they are usually not only working at the highest level, 
but are often initiating particular developments, which arise out of their own 

particular experience, and are pushing back the boundaries of dementia 
treatment, itself. Increasingly, at the MSNAP Annual Forum these services are 
reporting on these initiatives so that they become more well known nationally. 

Recent examples include the use of the arts in post-diagnostic programmes and 
the empowerment of dementia patients to contribute to city development, for 

example in housing provision, and the training of medics and the emergency 

services. 

The service that begins with Cycle 1 will have progressed enormously by the time 
it reaches Cycle 5, and in MSNAP’s second decade as these development cycles 

continue further, we can be confident that this tried, tested, but evolving model, 
will further help our Memory Services support the huge numbers of patients and 

carers who rely so heavily on their support. 

 

Dominic Tye 

Carer Representative & member of the MSNAP Advisory Group  
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Summary of Key Findings 
 

This report looks at data collected from the self-review element of the MSNAP 

accreditation process. In 2017 and 2018 MSNAP collected data from 97 memory 
services. These data have been amalgamated and key themes identified. The data 
have also been compared with the previous MSNAP national reports published in 

2016, 2014, 2012, and 2010. 

 

Key findings: 

 

Average memory service caseload in 2017/18 was 785 patients 

 

Average time between referral and first assessment was 33 days 

 

On average there were 19 members of staff working in memory service teams 

 

On average memory services saw 17 new patients per week 

 

50% of services are providing diagnosis within 6 weeks of referral 

 

32% of patients and 33% of carers said that they were asked to give feedback 

about the memory service 

 

79% of staff members said that they have access to a reflective practice group 

 

84% of patients and 86% of carers said that they felt they had been given 
enough information by the memory service team 

 

Patients and carers were asked what they would have liked more information 
about: 

Patients said: 

• Sources of further information 
about dementia; 

• Progression of dementia – what to 
expect; 

• Support for patients and carers 

Carers said: 

• Progression of dementia – what to 
expect; 

• Medication and treatment; 
• Support for carers 
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10 years of MSNAP: How have memory services changed since 2009? 
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An introduction to MSNAP 
 

About MSNAP 

The Memory Services National Accreditation Programme (MSNAP) was launched 

in 2009 by the Royal College of Psychiatrists’ Centre for Quality Improvement. 
MSNAP aims to improve and ensure the quality of assessment, diagnosis and care 
for people with dementia and their carers, and to support services towards 

achieving accreditation. People with dementia and carers are involved in the 
programme alongside professionals to ensure that the focus remains on high 

quality care.  

Standards & revision  

As a part of the MSNAP process, services are reviewed against a set of standards 

which are developed from a literature review and in consultation with stakeholder 
groups. Care has been taken to include information from a wide range of sources 
and to take into account the views of memory service staff, people with dementia 

and carers. The standards are subject to two-yearly reviews to account for new 
developments. The sixth edition of standards was published in April 2018 and the 

seventh edition is due to be published in Spring 2020. 

The standards are categorised as follows: 

Type 1: failure to meet these standards would result in a significant threat to 
patient safety, rights or dignity and/or would breach the law. These standards also 

include the fundamentals of care, including the provision of evidence-based care 

and treatment; 

Type 2: standards that a service would be expected to meet; 

Type 3: standards that are aspirational, or standards that are not the direct 

responsibility of the service. 

In order to achieve accreditation, services must meet all Type 1 standards, at least 
80% of Type 2 standards and at least 60% of Type 3 standards.   
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Accreditation process 

MSNAP services undergo a 3-year accreditation cycle, which is illustrated in 

Figure 1. 

 

Figure 1: The 3-year MSNAP accreditation process 

Members  

As of September 2019, 92 memory services were participating in MSNAP. The 
accreditation status of these services is displayed in Table 1 and the location of 

the services is displayed in Figure 2.  

Table 1: Accreditation status of MSNAP Members, September 2019 

Accreditation status Number of services  

Accredited  51 

In Review 31 

Deferred 5 

Affiliate* members 5 

 

*Affiliate membership refers to services who are not ready to apply for MSNAP 
accreditation, but have plans to do so in the near future.  Affiliate members benefit 

from access to the network and the support of peers, with the aim of eventually 

achieving accreditation.  

1. Self-review data 
collection 

(3 months)

2. Peer-review visit

3. Accreditation 
Committee decision

4. Interim review 

(18 months after 
accreditation)
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Figure 2: Locations of MSNAP member services, August 2019 

 

 

 

 

 

 



   

 

13 
 

About this report 

This report contains data from 97 MSNAP services surveyed between 2017 and 

2018. 

Of these services, 22 have been reviewed against the most recent edition of 
standards (6th edition, published 2018).  Where appropriate, data from this sub-

group is presented, to demonstrate how services are meeting new standards. 

The survey tools used include: 

• Services self-rating against each standard, stating whether they think they 

meet the standard or not 
• An audit of 20 case notes 
• A survey completed by each staff member 

• A survey completed by referrers 
• A survey completed by carers 

• A survey completed by patients 

The number of responses to individual questions within surveys varies, as not all 

questions are answered by all respondents.  Some questions are optional, and 
others are shown only to appropriate respondents (i.e. non-clinical staff are not 

asked to answer clinical questions). 
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Contextual Data 
 

Services participating in MSNAP are asked to submit a contextual data 
questionnaire prior to their peer review visit. This information is included in the 

service’s report to provide context, but does not contribute towards their 
accreditation rating. Since MSNAP accreditation started in 2009, contextual data 

on caseload size, time between referral and first assessment, the number of staff 
working for memory services, and the number of patients seen in the past 4 weeks 
has been collected. This data, and the changes over time, are presented in this 

chapter. A full set of contextual data can be found in Appendix 2. 

Current caseload size 

Memory service caseloads have increased by 37% from 2009 to 2018 (see Figure 

3). However, the average caseload varies considerably between services, with 
services reporting a range between 42 patients to 2404 patients in 2017-2018.  
This variation has been consistent among MSNAP services over the years, and 

could be due to a number of factors including population size, and whether a 
service keeps its patients on their caseload after diagnosis and treatment, or 

discharges them to the care of their GP.  

 

 

Figure 3: Average memory service caseload size, 2009-2018 

Time between referral and first assessment  

The data collected by MSNAP indicates that waiting times for patients accessing 

memory clinics has decreased since 2009, with the average number of days 
between referral and first assessment decreasing from 39 in 2009-2010, to 33 in 

the most recent data collection (2017-2018), as shown in Figure 4. 
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Figure 4: Average number of days between referral and first assessment 

Number of staff working for memory services  

In line with increasing caseload numbers, the number of staff in memory service 

teams has increased over time.  Figure 5 shows this increase in the average 

number of staff working for memory services. 

 

Figure 5: Average number of staff working for memory services 
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Number of new patients seen in the last 4 weeks 

The number of new patients seen per service continues to increase. MSNAP 
collects data on the number of patients seen by services in the previous 4 weeks.  

This number has more than doubled: services in 2017-2018 saw an average of 

106% more patients than services in 2009-2010.  See Figure 6. 

 

Figure 6: Average number of patients seen by services in the last 4 weeks (at time 

of data collection) 
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Section 1: Management 
 
The first section of MSNAP standards includes topics relating to service planning 

and development, research, management of complaints and safeguarding. 

 

Service planning and commissioning 
 
Standards in this section are written to encourage Health and Social Care 

Commissioners to take an evidence-based approach to commissioning. 
 

The 6th edition of standards, published in 2018, introduced new Type 2 standards.  
One of which (1.1.6) states that the diagnosis rate in the area covered by the 
memory service is at least 66%.  Twenty-two memory services have been 

reviewed against this new edition, and of those services, 59% are meeting this 
standard. 

 
Services are expected to review data at least annually about the people who use 
it.  These data should then be compared with local population statistics, and action 

should be taken to address any areas of inequality identified (standard 1.1.2, type 
2).  In 2017-2018, 88% of the 97 memory services surveyed met this standard. 

 
Quality assurance, research and service development 
 

MSNAP encourages services to commit to ongoing quality improvement and 
research.  Within this section of the standards there is just one Type 1 standard, 

which concerns the collection of feedback from both patients and carers.  This is 
completed as part of the MSNAP self-review period, but services are expected to 
continue collecting feedback outside of their review cycle, and feedback should be 

used to inform service development and improvement.   
 

When surveyed, only 32% of patients and 33% of carers reported being given 
opportunities to feed back confidentially about their experiences of using the 
memory service, such as through surveys or focus groups (see Figure 7). 
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Figure 7: Percentage of patients and carers reporting being given opportunities to 

provide feedback about the memory service 

While collecting patient and carer feedback is mandatory for accreditation, asking 

GPs and referrers about their experiences of using the service is a Type 2 standard 
(1.2.4). Nevertheless, the majority of services are meeting this standard, with 

88% of services (N = 97) asking GPs and referrers for feedback at least once 
every two years, and using this feedback to improve the service. 

 
Patient and carer feedback  
 

NICE guidelines recommend that people living with dementia (at all stages of the 
condition) are informed about research studies in which they could participate1.  

MSNAP collects data on this during the self-review period, by surveying patients 
and carers to determine whether they have been given information about research 
they might want to be involved in (standard 1.2.6).  Data collected in 2017-2018 

suggests that this is an area of improvement for services to consider, with 44% 
of patients and 40% of carers reporting they did not receive information about 

research. MSNAP recognizes, however, the possibility that patients and carers may 
not recall whether they have been given this information.  Figure 8 and Figure 9 
show patient and carer responses to standards 1.2.6 and 1.2.7.   

 
 

 
 
 

 
 

 

 
1 NICE guideline [NG97] Dementia: assessment, management and support for people 

living with dementia and their carers, June 2018 

Yes:
33%

No:
67%

Carer responses

Yes:
32%

No:
68%

Patient responses
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Figure 8: Percentage of patients and carers reporting being given information 

about research 

 

 
 

 
Figure 9: Percentage of patients and carers reporting being asked whether they 

would like to add their details to a research register 
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Section 2: Resources available to support assessment 

and diagnosis 
 

Accessibility of the service 

Standards in this section are written to ensure that memory services are accessible 

to patients and carers. 

Of the 97 memory services surveyed in 2017 and 2018, 99% reported that 
everyone is able to access the service using public transport or transport provided 

by the service.  

It is interesting to note that patient and carer responses do not entirely reflect 

this. Excluding those who felt that this was not applicable to them, 30% of 688 
patients and 28% of 720 carers responded that they were not able to get to 

appointments by public or service-provided transport. 

Staffing for the memory service 

Standards in this section are written to ensure that there are sufficient numbers 

of appropriately skilled and qualified staff. 

Type 1 standards in this section include: services having a medical practitioner 

and a multidisciplinary team of at least two other professionals, a mechanism for 
responding to low/unsafe staffing levels and a plan in place to provide cover for 
when a staff member is on annual leave or sick.  

 

“Communicating important information during clinics often 

feels rushed and the time allocated is generally not adequate” 

Staff member, MSNAP survey, 2017-2018 

Patient and carer involvement in the interview process 

Involving patients and carers in the interview process for recruiting new staff 

members is one way of ensuring that they are involved in shaping service provision 
and delivery.  This is a Type 2 standard (2.3.2), and in 2017-2018 72% of services 
met this standard, such as by having patients and carers co-produce interview 

questions, or sit on the panel. 
 

Functioning of the memory service team 

Standards in this section are written to ensure that memory service staff work 

effectively as a multidisciplinary team. 
 

One of the Type 2 standards in this section states that the team has protected 
time for team-building and discussing service development at least once a year.  
Table 2 shows the percentage of memory services surveyed between 2017-2018 

that are meeting this standard. This data is compared to staff feedback on this 
same standard, demonstrating that not all staff members are benefitting from this 

protected time, despite the majority of services reporting that it is available at 

least once a year. 
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Table 2: Percentage of services offering protected time for team-building and 

service development, and related staff survey responses 

Standard Criteria 

(2.5.8, type 2) 

% of services meeting the 

standard (N = 97) 

The team has protected time for 

team-building and discussing service 
development at least once a year.  

88% 

 Staff feedback (N = 392) 

Do you have protected time for team-

building and discussing service 
development?  

Yes No 

82% 18% 

 

Similarly, another Type 2 standard in this section states that staff members are 

able to access reflective practice groups at least every 6 weeks, giving them time 
to think about team dynamics and develop their clinical practice. 91% of services 

said that they are meeting this standard, yet just 79% of 322 staff members 

surveyed said they had access to a reflective practice group. 

Staff supervision and support mechanisms 
 

Standards in this section are written to ensure that staff have appraisals, receive 
regular supervision and know how to gain additional advice and support when they 
need it. 

 

“The team actively supports each other when required and all with 

the same goal in mind: to provide a good service to our community” 

Staff member, MSNAP survey, 2017-2018 

Services are expected to ensure that all clinical staff receive clinical supervision at 

least monthly; feedback from staff relating to this standard as well as managerial 
supervision and caseload monitoring is displayed in Table 3. 

 
Table 3: Percentage of staff (where applicable to them) reporting that they receive 

supervision and have their caseload monitored 

Staff feedback Staff 

% said yes 

Clinical supervision (N=286) 92% 

Management supervision (N=342) 81% 

Caseload monitored (N=318) 92% 

 

“I feel very well supported, I have no concerns” 

Staff member, MSNAP survey, 2017-2018 
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Staff training and development 
 

Standards in this section are written to ensure that staff working within memory 
services are well-trained for their jobs, and that their continuing professional 

development is facilitated. 
 

Services are expected to meet all Type 1 standards relating to staff training and 

development, these include: new staff members receiving a complete induction, 
staff members being knowledgeable about and sensitive to the mental health 

needs of people from minority or hard-to-reach groups, dementia training, risk 
assessment and management training, physical health assessment training and 
training on the use of the Mental Health Act and Mental Capacity Act.  

 
Training undertaken by staff  

 
Staff working in memory clinics were asked if they had completed training on 
dementia awareness, the roles of different health and social care professionals 

and (where appropriate to their role) a nutritional risk assessment tool. Table 4 
shows that the percentage of staff completing training in these areas has remained 

relatively stable since 2015-2016, although it should be noted that the sample 

size is smaller in 2017-2018. 

Table 4: Percentage of staff receiving training in nutritional screening, dementia 

awareness, and health and social care roles 

Training 

Percentage of staff that 

have received training  

2015 – 2016 2017-2018 

Undertaking nutritional screening using a 
validated nutritional risk assessment tool 

62% 
N = 743 

65% 
N = 226 

Dementia awareness training for 
administrative staff 

74% 
N = 209 

72% 
N = 68 

The roles of different health and social care 
professionals 

91% 
N = 1162 

90% 
N = 368 

 

“I have every opportunity to attend training which is 

connected to my role when available” 

Staff member, MSNAP survey, 2017-2018 

Joint working 
 

Standards in this section are written to ensure that memory services work closely 
with other professionals, agencies and providers to support the processes of 

assessment and diagnosis. 
 

The Type 1 standards relating to joint working in this section include: the team 
following a joint working protocol/care pathway with primary care, the patient’s 
consent to the sharing of clinical information being recorded, having round-the-
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clock access to mental health service help for patients and the memory service 
offering CRHTT as a first-line service where available.  

 
There is only one Type 2 standard in this section and it states that there are 

systems in place to monitor referrals made to other services/centres (standard 
2.9.8). Of the 97 memory services surveyed in 2017-2018, 90% said that they 

had systems in place to monitor these referrals. 

 

Liaison 
 
Standards in this section are written to ensure that memory services offer a range 

of supports to promote early identification and referral into the service. 

“As a GP, my patients and I value the support and holistic 

approach of the memory clinic” 

Referrer, MSNAP survey, 2017-2018 

 

Services are expected to meet the Type 1 standard relating to an agreed protocol 

for the management of an acute physical health emergency.  
 
A number of Type 2 and 3 standards in this section concern the advice, training, 

outreach and education that memory services provide to other professionals and 
staff outside of the memory service, as well as in the local community. The number 

of services currently meeting these standards are displayed in Table 5. 
 

“Excellent service. Very approachable when advice sought.  

[…] Memory assessment services [gave] a presentation not so 

long ago about the service, which was helpful. Very helpful” 

Referrer, MSNAP survey, 2017-2018 

 
Table 5: Percentage of services meeting standards 2.10.2, 2.10.3, 2.10.4 and 

2.10.8 

Standard Criteria % of services 
meeting the 

standard  
(2017-2018) 

N = 97 

The service provides advice to other professional and staff 
whose responsibilities include providing care and 

treatment of people with dementia/suspected dementia 
(2.10.2, type 2) 

100% 

The service provides training to other professional and 
staff whose responsibilities include providing care and 

95% 
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Standard Criteria % of services 

meeting the 
standard  

(2017-2018) 

N = 97 

treatment of people with dementia/suspected dementia 

(2.10.3, type 2) 

The service provides outreach, e.g. by way of joint 

visits/reviews, to other professionals and staff whose 
responsibilities include providing care and treatment of 

people with dementia/suspected dementia  
(2.10.4, type 2) 

98% 

The memory service provides education on the prevention 
of dementia within the local community 
(2.10.8, type 3) 

87% 
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Section 3: Assessment and diagnosis 
 

Referral and access to the memory service 

Standards in this section are written to ensure that the service provides timely 

access to assessment and diagnosis. 

Waiting time from referral to first contact 

Previous editions of the MSNAP standards specified that initial contact is made 

with people who are newly referred within three weeks of referral (standard 3.1.2, 
Type 2), as shown in Table 6.  In the 6th edition of standards (published 2018) 

this was updated to making initial contact within two weeks of referral.  

Eighty-six percent of the 97 memory services surveyed in 2017 and 2018 said 

that initial contact is made with people who are newly referred within two weeks 
of referral, as shown in Table 7. During this time, 1550 casenotes were audited as 
part of the MSNAP review process: 89% of casenotes audited showed evidence 

that initial contact was made within two weeks of referral.  

Table 6: Percentage of services making initial contact with patients within 3 weeks 

of referral, 2011-2016 

Standard Criteria 
% of services meeting the 

standard 

Initial contact is made with all people 
who are newly referred within three 

weeks of referral. 
1st ed (2009), 2nd ed (2010), 3rd ed 

(2012), 4th ed (2014) and 5th ed (2015) 

standards. 

2011-2012 2013-2014 2015-2016 

81% 

N = 38 

91% 

 N =56 

90% 

N = 88 

 

Table 7: Percentage of services making initial contact with patients within 2 weeks 

of referral, 2017-2018 

Standard Criteria 
% of services meeting the 

standard 

Initial contact is made with all people who are 
newly referred within two weeks of referral. 
6th ed (2018) standards 

2017-2018 

86% 
N = 22 

 

Waiting time from referral to diagnosis 

Previous editions of the MSNAP standards specified that the assessment process 
should begin within 6 weeks of referral, and diagnosis given within 12 weeks of 

referral (see Table 8).  

The 6th edition was updated to specify that within 6 weeks of referral, patients 
receive a diagnosis, meet with their care coordinator and set an initial NICE-
recommended care plan, unless any further specialist assessments or 

investigations are required, or other circumstances cause delay. 
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Fifty percent of the 22 memory services surveyed in 2017-2018 against the 6th 
edition of standards said that diagnosis is given within 6 weeks of referral (see 

Table 9). Patient and carer experiences of waiting times are displayed in Table 10. 

Table 8: Percentage of services beginning assessment within 6 weeks of referral, 

2011-2016 

Standard Criteria 
% of services meeting the 

standard 

The assessment process began within 
6 weeks of referral.  
1st ed (2009), 2nd ed (2010), 3rd ed 

(2012), 4th ed (2014) and 5th ed (2015) 

standards.  

2011-2012 2013-2014 2015-2016 

79% 
N = 39 

80% 
N = 56 

77% 
N = 83 

 

Table 9: Percentage of services giving diagnosis within 6 weeks of referral, 2017-

2018 

Standard Criteria 
% of services meeting the 

standard 

Diagnosis is given within 6 weeks of referral. 
6th ed (2018) standards 

2017-2018 

50% 

N =22 

 

Table 10: Patient and carer feedback on waiting times 

Standard Criteria Patients 
% said yes 

Carers 
% said yes 

Did the service tell you how long you would wait 
for an assessment? 

74% 

N = 675 

80% 

N = 784 

Did the service send you a letter before you first 

saw them, with information about the 
assessment and contact details for the service? 

94% 

N = 694 

94% 

N = 809 

Were you given information about the diagnosis 
in a timely manner, without any unnecessary 
delays? 

93% 

N = 683 

95%  

N = 812 

 

Assessment and diagnosis 

These standards are written to ensure that a diagnosis of dementia is made only 

after a comprehensive and holistic assessment of the patient’s needs by 
appropriate professionals, either within the service or elsewhere. 

 
As part of the self-review process, memory services must audit 20 casenotes and 

record whether each aspect of the assessment process is documented. Results of 
casenotes audited in 2017 and 2018 are shown in Table 11. 
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Table 11: Results of casenotes audited in 2017-2018 

Assessment criteria (standard number) 
% of casenotes with 

this data present 

Basic dementia screen and blood tests in accordance 
with clinical need (3.5.1) N = 1550 

98% 

History taking (3.5.2) N = 1550 100% 

A physical health review including past medical 

history, current physical health medication, lifestyle 
factors (3.5.3) N = 1550 

100% 

Assessment including mental health and medication, 
psychosocial and psychological needs, strengths and 

areas for development (3.5.4) N = 1550 

100% 

A cognitive assessment and mental state examination 

(3.5.5) N = 1550 
99% 

An interview with someone who knows the patient 

well, where available (3.5.6) N = 1550 
97% 

(1% N/A) 

A check of vision, hearing and mobility (3.5.7) N = 

1550 
94% 

A risk assessment and management plan (3.5.10) N 

= 1550 
98% 

An assessment of the person’s social support (3.5.16) 

N = 1538 
100% 

Brain imaging (3.7.1) N = 1550 87% 
10% not clinically indicated 

Electrocardiogram (3.7.2) N = 1550 46% 
51% not clinically indicated 

 

Patient and carer feedback on assessment and diagnosis 

Patients and carers were surveyed about their experiences of assessment and 
diagnosis. Their responses are displayed in Figure 10, and staff feedback relating 

to these standards is displayed in Table 12. 
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Figure 10: Patient and carer experiences of assessment and diagnosis 

 

“It's not very nice being diagnosed with dementia but the way the 

assessment and diagnosis was delivered to us could not have been any 

better, we came away not feeling it was the end of the world but quite 

positive and content. Since then the memory clinic have been so caring 

and helpful” 

Carer, MSNAP survey, 2017-2018 

 

Table 12: Staff feedback on assessment and diagnosis 

Standard Criteria 
Staff  

% said yes 

Staff  

% said no 

Do you give people with dementia/ suspected 
dementia and their carers pre-diagnostic 

counselling?  
Guidance: This includes a discussion about the 
possibility of a diagnosis of dementia. N = 321 

62% 
(14% N/A) 

24% 

When communicating important information to 
people, are you able to dedicate a sufficient 

amount of time? N = 322 

97% 
(2% N/A) 

1% 
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Notifying the DVLA 

After giving a diagnosis of dementia, clinicians should inform patients and carers 
of the requirement to notify the DVLA of their diagnosis. When patients and carers 

were surveyed about this, the majority said it was N/A indicating that in most 
cases, the person with dementia was not driving at the point of diagnosis (see 

Table 13). 

Table 13: Patient and carer responses regarding notifying the DVLA 

Standard Criteria 
Patients 

% said yes 

N = 683 

Carers 
% said yes 

N = 808 

If you drive, were you made aware that the 

driving authorities (e.g. DVLA) should be 
informed of your diagnosis? 

47% 
(48% N/A) 

44% 
(51% N/A) 

 

Dignity and respect 

These standards are written to ensure that the memory service is designed and 

managed so that the respect and dignity of patients and their carers is preserved. 

Patients and carers were surveyed about their experiences of appointments at the 

memory clinic. Their responses are detailed in Table 14. 

 

Table 14: Patient and carer experiences of staff at memory clinics 

Standard Criteria 
Patients 

% said yes 

Carers 

% said yes 

Do the staff treat you with compassion, respect 

and dignity at all times? 

100% 

N = 740 

100% 

N = 845 

Do you feel staff listen to you and understand 

you? 

99% 

N = 733 

Data not 

collected 

When you attend the clinic for appointments, do 

you feel welcomed by staff? 

99% 

N = 729 

Data not 

collected 

Do staff communicate in a way you can easily 
understand? 

99% 
N = 731 

99% 
N = 837 

 

“[Staff member] was so relaxed yet remained professional. 

[…] the assessment was like having a friend come in to the 

house for a ‘coffee and chat’!” 

Carer, MSNAP survey, 2017-2018 
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Support, advice and information 

These standards are written to ensure that the memory service is able to offer 
appropriate support, advice and information to patients and their carers at the 

time of assessment and diagnosis, as needed. 

Table 15: Information provided to patients and carers 

Standard Criteria 
Patients 

% said yes 

Carers 

% said yes 

Do you feel you have been given enough 
information? 

84% 
N = 576 

86% 
N = 1446 

Were you asked if you wanted copies of letters 
about your treatment? 

69% 
N = 3632 

60% 
(5% N/A,  

18% don’t know) 

N = 801 

Did the memory service provide you with verbal 
and written information about dementia? 

89% 
(4% N/A) 

N = 680 

92% 
(2% N/A) 

N = 832 

Did staff explain the limits of confidentiality to 

you, both verbally and in writing? This should 
have been explained at the first appointment. 

80% 

N = 632 

83% 

N = 753 

 

 

“The journey from assessment to diagnosis has been one of support, 

specific to individual needs and communicated in a sensitive manner. 

Ensuring that both patient and carer clearly understand diagnosis and 

outcomes” 

Carer, MSNAP survey, 2017-2018 

MSNAP standards specify that patients and carers should be provided with 

written information relevant to the diagnosis, as listed below. Patients and carers 

were surveyed about the topics of information they received, where applicable.  

Of the carers surveyed, 

➔ 85% received written information on options for care treatment, including 

coping strategies 
➔ 74% received written information on sources of financial and legal advice, 

and advocacy 

➔ 75% received written information on medico-legal issues, including driving 
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➔ 85% received written information on local and national information 

sources, including libraries, voluntary organisations and websites 

➔ 83% received written information on improving general health, living 

positively and maximising quality of life after diagnosis 

Of the patients surveyed, 

➔ 83% received written information on options for care treatment, including 

coping strategies 
➔ 67% received written information on sources of financial and legal advice, 

and advocacy 

➔ 73% received written information on medico-legal issues, including driving 

➔ 80% received written information on local and national information 

sources, including libraries, voluntary organisations and websites 

➔ 79% received written information on improving general health, living 

positively and maximising quality of life after diagnosis 

In addition to asking what information patients and carers have received, MSNAP 

surveys ask what patients/carers feel they would have liked more information 
on. There were 69 responses from carers (see Figure 11) and 22 responses from 
patients (see Figure 12) in which they described what information they felt they 

needed. 

 

Figure 11: Areas in which carers feel they needed more information 

*other: Point of contact for future enquiries (4), Sources of further information about 

dementia (3), Legal advice; power of attorney (3), Driving (2), Capacity assessments (1), 

How to get involved with research (1), CST (1) 

 

“I would have liked more time after diagnosis to ask questions” 
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Carer, MSNAP survey, 2017-2018 

 

Figure 12: Areas in which patients feel they needed more information 

Support for carers 

MSNAP standards specify that carers should be offered individual time with staff 

members to discuss concerns, family history and their own needs. 
Carers and members of staff were surveyed on this; results are displayed below. 
 

Table 16: Carer feedback on individual time spent with staff members 

Carer Feedback Yes No N/A 

Were you offered individual time with staff to 
discuss your concerns, family history and you 

own needs?  
N = 788 

56% 29% 15% 

Did the service tell you about a local carer 
support network or group you could access?  

N = 774 

70% 20% 10% 

Were you given information about local 

support for carers? Information should be 
provided verbally and in writing (e.g. a carers' 
pack) 

N = 804 

84% 13% 3% 

 

Table 17: Staff feedback on individual time spent with carers 

Staff Feedback Yes No 

Is the service able to offer carers individual time 

with staff to discuss concerns, family history 
and their own needs? N = 324 

99% 1% 

Are you aware of how to respond to carers 
when the person with dementia does not 

consent to their involvement? N = 322 

98% 2% 
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Section 4: Ongoing care management and follow-up 
 

Care Management 

Services are expected to meet a range of standards relating to care management 
for accreditation; Type 1 standards such as those concerning care planning, 
providing patients with healthy lifestyle advice, and supporting patients to access 

support around housing and finances need to be met in order for a service to be 

accredited. 

“When attending a post diagnostic support group, my wife had 

access to people [who advised] on where to go for support, 

financial benefits and social services“ 

Carer, MSNAP survey, 2017-2018 

It is important for patients and their carers to know who they can contact to ask 

for information or advice around any of these topics, or their care in general.  
When surveyed, nearly 12% of patients (N = 661) and 14% of carers (N = 775) 

reported they had not been given a point of contact for future enquiries (see Figure 

13). 

 

Figure 13: Patient and carer responses as to whether they were given a point of 

contact for the service 

However, while others felt that they hadn’t been given a named point of contact, 

they were satisfied that they could always phone to speak to someone: 

“I presume [staff member] is co-ordinating my care, but am 

not quite sure and was not given a particular point of contact 

for future, but am confident that I would be put in touch with 

the right people if I rang the clinic” 

Patient, MSNAP survey, 2017-2018 

 

88% 86%

12% 14%

0%

20%

40%

60%
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Were you given a point of contact for future enquiries?
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Carers can be further supported by having access to a statutory carers’ 
assessment; services should advise carers on how they can access these, and as 

a Type 1 standard, all services are required to meet this in order to achieve 
accreditation. However, data collected during self-review periods suggests that 

carers are not always satisfied that they have been given this information, with 
41% of carers reporting that their service did not tell them how they could access 
a carers’ assessment. Given that services are nevertheless judged to be meeting 

this standard and being accredited, this suggests that while services may be 
discussing this with carers, this information is perhaps not being delivered in the 

right format or at the right time, making it more difficult to remember. 

"A lot of information given at diagnosis and a lot of information 

to take away and try to understand” 

Carer, MSNAP survey, 2017-2018 

 

Similarly, when surveyed, 41% of carers reported that they have not been 

signposted to or referred onto services that can offer respite or short breaks.   

Further responses from the carer survey include: 

➔ 95% felt involved in discussions about the care of the person they care for 
➔ 62% had been told how to get advice on housing support, finances, benefits 

and debt management, and social services 
➔ 59% had been signposted/referred onto services that could offer advice and 

information on respite/short break services 

➔ 59% had been told how to get an assessment of their needs as a carer 

 

Follow-up 

Memory services must ensure that each patient is followed up, either by providing 

follow-up in-house, or referring patients on to other services.  There is just one 

standard in this section, and as a Type 1, it needs to be met for accreditation:  

4.3.1: The service provides follow-up based on clinical need (or refers people on 
to age appropriate agencies/services for follow-up) taking into account local 
protocols and the preferences of patients and their carers. This may include 

ongoing support as appropriate.  

 

Discharge planning and transfer of care 

Services need to ensure that patients and their carers are involved in decisions 

about discharge planning, and transfer of care.   

When patients are transferred between community services, services are expected 
to arrange a handover which ensures that the new team have an up-to-date care 

plan and risk assessment.  As well as meeting this Type 1 standard, 77% of 
services meet an additional Type 3 standard, which is that upon transfer, they 
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organise a meeting in which members of the two teams meet with the patient and 

carer to discuss transfer of care (see Table 18).  

 

Table 18: Percentage of services meeting standards relating to discharge planning 

and transfer of care, 2017-2018 

Standard Criteria Percentage of 

services meeting 
these standards 

(N = 97) 

Patients and their carers (with patient consent) are involved 
in decisions about discharge plans. 

100% 
 

A discharge letter is sent to the patient and all relevant 
parties within 10 days of discharge.  

96% 
 

When patients are transferred between community services 

there is a handover which ensures that the new team have 
an up to date care plan and risk assessment. 

100% 
 

When patients are transferred between community services 

there is a meeting in which members of the two teams meet 
with the patient and carer to discuss transfer of care. 

77% 
 

 

It is important for patients and carers to feel that any plans around discharge are 
communicated to them clearly, and that they are still able to access support when 

care is being transferred between services. 

 “They make it clear that they are always there for you and 

that you can contact them any time for advice and help” 

Patient, MSNAP survey, 2017-2018 
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Section 5: Pharmacological interventions 
 

Standards in this section are written to ensure that: 

• The service provides equal and timely access to antidementia medication, 

and 
• Antipsychotics are only prescribed as a last resort, after a thorough 

assessment of risk factors, and their use is reviewed regularly. 

All but one of the standards in this section are Type 1. A new Type 3 standard was 

introduced in the 6th edition of standards, published in 2018: 

5.1.7: People with dementia, carers and prescribers are able to contact a 

specialised pharmacist and/or pharmacy technician to discuss medications. 

Of the 22 memory services that have been reviewed against the 6th edition 

standards so far, 82% reported meeting this standard. 

Antipsychotic medication 

The 2013/2014 report identified that for 71% of patients there was evidence that 

other options had been explored before antipsychotic medication was prescribed. 
This figure dropped to 59% in the 2015/16 report. In response to this drop, the 

standard was made mandatory: in order to achieve accreditation, services now 
have to provide evidence that alternative options are explored before 

antipsychotic medication is prescribed. 

Patient and carer feedback 

Patients and carers were asked about whether their antidementia medication was 
explained to them: 69% of patients and 71% of carers said that when they were 

given their medication, staff at the memory service explained what it will do, 

possible side-effects and how to take it. 

 

“Possible side effects of medication [were] explained, even 

given information in a graph“ 

Carer, MSNAP survey, 2017-2018 

 

Table 19: Patient and carer understanding of medication 

Standard Criteria 
Patients 

% said yes 
Carers 

% said yes 

Were you prescribed any medication?  
70% 

(5% N/A) 

N = 705 

74% 
(4% N/A) 

N = 820 

If you were prescribed any medication, were you 
given any written information about the 
medication?  

60% 
(21% N/A) 

N = 621 

64% 
(20% N/A) 

N = 748 
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Standard Criteria 
Patients 

% said yes 

Carers 

% said yes 

If you were given medication, did staff explain what 
it will do, possible side-effects and how to take it?  

69% 
(23% N/A) 

N = 660 

71% 
(24% N/A) 

N = 803 

 

“We were offered medication but declined it until we had a 

look into it. We now have made a follow up appointment to 

discuss further” 

Carer, MSNAP survey, 2017-2018 
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Section 6: Psychosocial interventions  
 
Standards in this section are written to ensure that services provide timely access 

to psychosocial interventions which are: 

• based on the needs and preferences of the patient and, where appropriate, 

their carer 
• for cognitive aspects of dementia 

• for social aspects of dementia 

• for occupational and functional aspects of dementia 

and to ensure that: 

• services provide or can signpost/refer patients and their carers on to 

interventions for more complex needs, if required 
• services provide timely access to psychosocial interventions for carers 

• patients and carers are made aware of other non-pharmacological 
interventions that they may wish to consider 

• staff delivering psychosocial interventions are appropriately trained and 

supervised 

• services monitor people’s responses to interventions 

Access to interventions has improved over the past few years. Cognitive 
Simulation Therapy (CST), as the recommended evidence-based intervention to 

help people with dementia, is well received by many patients, with both patients 

and carers reporting noticeable benefits: 

“My mother is enjoying the course and I have learnt an 

incredible amount which will really help me as this disease 

progresses. I am very thankful for the incredible support we 

have already received and the positive impact it is already 

having on our lives.” 

Carer, MSNAP survey, 2017-2018 

 

In 2016, the 5th edition of MSNAP standards was published, in which providing 
access to group cognitive stimulation therapy (CST) was upgraded from a Type 2 

to a Type 1 standard.  This remains a Type 1 standard in the current (6th) edition, 
reflecting NICE guidance that people with mild to moderate dementia are offered 

group CST2.  Consequently, with services being required to meet this standard for 
accreditation, we are seeing more services offering group CST to patients, with 
96% of services meeting this standard in 2017-2018, an improvement on previous 

years (see Table 20).  

In addition to group CST, MSNAP has also seen some improvements in the number 
of additional psychosocial interventions being provided to patients. While there 
appears to have been a decrease in the number of services offering Maintenance 

CST (see Table 20), this may be explained by the number of services that are 

 
2 NICE guideline [NG97] June 2018. Dementia: assessment, management and support 

for people living with dementia and their carers  
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providing individual CST (iCST); 53% of services are meeting this Type 3 standard, 
which was introduced in the 5th edition of standards (2016).  Furthermore, MSNAP 

has seen an increase in the number of services providing group reminiscence 

therapy (73%), and 75% of services continue to offer cognitive rehabilitation. 

 

Table 20: Percentage of services offering psychosocial interventions, 2013-2018 

Intervention 2013-14 data 

N = 32 

2015-16 data 

N = 99 

2017-2018 data 

N = 96 

Group CST 88% 89% 

 

96% 

 

Maintenance CST 59% 

 

55% 

 

51% 

 

Individual CST Data not collected Data not collected 53% 

 

Cognitive 

rehabilitation 

69% 

 

82% 

 

75% 

 

Group reminiscence 

therapy 

69% 72% 

 

73% 

 

 

“[Patient] looks forward to going to all meetings and activities 

and has met and made new friends and also I have had plenty 

of information and support for carers” 

Carer, MSNAP survey, 2017-2018 

 

With a wide range of psychosocial interventions on offer, providing written 
information about these therapies to patients and their carers is important in 

ensuring that they have a sufficient level of understanding about the interventions 
they have been offered, and also gives them something to refer back to at a later 
date.  Seventy-five percent of patients surveyed in 2017-2018 (N = 404) said that 

they had been given written information about these psychosocial interventions; 

this is an improvement on previous years, as shown in Figure 14.  
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Figure 14: Percentage of patients reporting that they received written information 

about psychosocial interventions, 2013-2018 

Additionally, patients are surveyed about whether they have received written 

information about improving their health in other non-pharmacological ways, such 
as by maintaining their social, religious, and spiritual needs, and engaging in 

physical activity and mental exercise.  Of the 595 patients who responded, 468 
(79%) said that they had been given written information about improving their 

general health, living positively, and maximising their quality of life after 

diagnosis. 

“After my [relative]'s diagnosis, we attended a group called 

Living Well with Dementia which as a family we found 

extremely useful. We then saw two nurses at [location] for a 

follow up appointment. We have felt very well supported” 

Carer, MSNAP survey, 2017-2018 

 

Many services are proactive at identifying carer strain and providing support not 

only to patients, but also to carers who need it.  Carers of people with dementia 
are at an increased risk of depression3 and identifying and managing any physical 
and mental health concerns in carers is therefore crucial. Carers’ Assessments 

serve to identify tasks that carers are unable to achieve because of their caring 
responsibilities, looking at the practical and emotional support that may be 

required. Carers have a right to these formal assessments of their own needs, and 

this is addressed by the following Type 2 standard:  

 
3 NICE guideline [NG97] Dementia: assessment, management and support for people 

living with dementia and their carers, June 2018 
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6.6.1: Carers are offered an assessment, and intervention/s if appropriate, for 
their emotional, psychological and social needs, provided by appropriately 

qualified professionals. 

 
In 2017-2018, 100% of services reported that they met this standard.  It is 
notable that the feedback from carers surveyed does not support this: of the 667 

carers surveyed in 2017-2018, just 391 (59%) reported that they had been 
informed about how to get an assessment of their needs.  While this appears to 
be a slight improvement on 2015-2016 and 2013-2014, when the proportion was 

lower at 55% in both periods of data collection, it is clear that more needs to be 
done to ensure that all carers are being provided with this information. Given the 

changes to the Care Act in 2015 which meant that for the first time, carers would 
be recognised in the law in the same way as those they care for4, more carers 

should now be getting the support they are entitled to and need.   

 

“My role involves supporting carers and I am able to visit them 

at home, their workplace, a convenient venue in [city] such as 

a dementia café or at a clinic appointment “ 

Staff member, MSNAP survey, 2017-2018 

 

 

 

  

 
4 Disability Rights UK Factsheet F28, October 2017  
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Recommendations and change over time 
 
Each MSNAP national report includes recommendations for service improvement.  

Over the four previous National Reports a number of recommendations have 

been proposed more than once, as displayed below. 

1st MSNAP report, published 2010 
Ensure that family carers are offered an assessment of their own needs. 
Focus on improving relationship with referrers, especially GPs. 
Ask people with dementia and family carers what they think of the memory 
service. 

 

2nd MSNAP report, published 2012 
Ensure all patients receive a physical health check 

Focus on improving education and support for referrers, especially GPs. 

Formalise and prioritise staff supervision. 

Staff receive all appropriate training for their role. 

Ensure patients and carers are given high-quality information on a range of 
topics to address their needs. 

 

3rd MSNAP report, published 2014 
Improve relationships with referrers 

Focus on psychosocial interventions 

Ensure carers are offered an assessment 

Create links with research organisations and actively promote these to people 
with dementia and carers 

 

4th MSNAP report 2015/2016 
Ensure carers are offered an assessment of their needs 

Provide access to Cognitive Stimulation Therapy (CST) 

Ensure patients and carers are asked for feedback about the memory service 

 

Based on the findings of this report, the following recommendations are made: 

5th MSNAP report, published 2017/2018 
Work towards providing a diagnosis within six weeks whenever possible  

Ensure carers are offered an assessment of their needs and are put in touch 

with services that could offer information on respite/short break services 
Ensure patients and carers are asked for feedback about the memory service 
Provide access to Cognitive Stimulation Therapy (CST), including maintenance 
and individual CST where it is appropriate and possible to do so 
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The areas that have been highlighted as having potential for improvement in more 
than one National Report include: carers’ assessments, psychosocial 

interventions, relationships with referrers, and obtaining feedback. The 
importance of working to meet these standards is evidenced not only by these 

being Type 1 and 2 standards, but also given the NICE guidance on how best to 
support people with dementia and their carers. It is interesting to note some 
improvements over time relating to these recommendations, but there is still more 

work to be done, which is reflected the recommendations made in this report.  

Changes over time are mapped below, along with relevant contextual information 
in the form of policy development, NICE guidance, and/or changes to MSNAP 

standards. 

Improve relationship with referrers, in particular GPs (MSNAP 

Recommendation 2010, 2012, 2014) 

MSNAP collects data on whether referrers have received written information about 

the memory service, as well as asking referrers if the memory service has provided 
them with additional advice, outreach, and training. Referrers are also asked if 
they have been given opportunities to feed back about the memory service. These 

data provide an indication of the relationship between memory services and 

referrers.  

 

Figure 15: Overview of memory service relationships with referrers, 2010-2018 
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Ensure that carers are offered an assessment of their own needs (MSNAP 

Recommendation 2010, 2014, 2016) 

 

 

 

Figure 16: Percentage of carers reporting that they had been given information 

about accessing a carers’ assessment, 2010-2018 
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Focus on provision of psychosocial interventions such as CST (MSNAP 
Recommendation 2014, 2016)

 

Figure 17: Overview of provision of psychosocial interventions, 2009-2018 
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Ensure patients and carers are asked for feedback about the memory 

service (MSNAP Recommendation 2010, 2016) 

Figure 18 shows the percentages of patients/carers that reported being asked to 

give feedback about the memory service between 2010-2018.  This is an area that 
could still be improved, with only around a third of patients and carers reporting 

being given this opportunity, such as through focus groups or surveys. 

 

 

Figure 18: Percentage of patients/carers that reported being asked to give 

feedback about the memory service, 2010-2018 
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The Achievements of MSNAP’s First Decade 
 

MSNAP has produced a model for memory services which has: 

 

• provided nationally recognised standards against which services can 

measure their work. This has been drawn up by recognised leading experts 

in the field and experienced practitioners 

• supported Memory Services on a path of continual improvement 

• evolved a secure framework for them to plan their development in both the 

short and longer term, which reflects best practice, current research and 

national priorities 

• provided a model that is essentially supportive and non-threatening 

• developed an approach which respects the autonomy of services 

• helped services develop the ability to self-review their work on the basis of 

evidence-based assessment 

• provided a rigorous set of professional standards for the conduct and 

support of clinicians 

• helped services come to a balanced assessment of the quality of their work, 

in which both strengths and areas of development are given proper weight 

and analysis 

• provided professional development opportunities to clinicians by training 

them to become reviewers of other services 

MSNAP now has among its members, services who have completed their 5th cycle 

of review, are performing at a high level, and introducing innovations that arise 

out of their own specific context, but which also have national significance. Some 

services have already achieved 100% compliance with all MSNAP standards. 

This report also provides evidence that the MSNAP process has helped to drive up 
standards in Memory Services, despite the difficult economic circumstances of the 

last decade. This has been a considerable achievement when services are under-

staffed and under-resourced.  
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Aims for MSNAP’s Second Decade 
 

As MSNAP begins its second decade, it sees many participating services in a 
strong position. Some services have already completed their 5th cycle and are 
performing to such a high standard that MSNAP will work to support them in 

maintaining this momentum into the next decade. It will need to develop a way 
of recognising this higher quality of work, by being able to identify progression, 

innovation and the increasingly autonomous work that will come from services 
operating with a high degree of self-confidence arising from their elevated 
performance. In other words, if MSNAP is to drive up standards even higher, it 

needs to give scope in these areas and develop the structures that can measure 
this higher performance. At the same time it will need to consolidate the work it 

has done in its first decade to support those services who become new members 

in the future, to help them in their initial development.  

Dominic Tye, Carer Representative & member of the MSNAP Advisory Group 
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Appendix 1: MSNAP Governance 
Accreditation Committee  

Member Professional Body/Role 

Emma Barton Royal College of Occupational 

Therapists 

Leah Clatworthy British Psychological Society, Faculty 

of the Psychology of Older People 

Felicity Freeman Carer Representative 

Dawne Garrett Royal College of Nursing 

Reinhard Guss, Deputy Chair British Psychological Society, Faculty 

of the Psychology of Older People 

Angelo Makri  Alzheimer's Society 

Alice Moody Royal College of Occupational 
Therapists 

Chris Norris Patient Representative 

Martin Orrell, Chair Royal College of Psychiatrists 

Emma Ouldred Royal College of Nursing 

Jill Rasmussen Royal College of GPs 

Sarah Winfield-Davies Royal College of Nursing 

 

Advisory Group 

Member Profession/Role 

Lorraine Brown Patient Representative 

Jenny Cleaver Occupational Therapist 

Stephen Curran, Chair Consultant in Old Age Psychiatry 

Sarah Ghani Clinical Psychologist 

Joanne Kelly-Rhind  Consultant Clinical Psychologist 

Farooq Khan Consultant in Old Age Psychiatry 

John Mulinga Consultant in Old Age Psychiatry 

Sarah Richardson Occupational Therapist 

Mary Rodgers Carer Representative 

Sharon Stephenson Nurse Team Leader 

Dominic Tye Carer Representative 
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Appendix 2: Contextual data collected from MSNAP member services 2009 - 2018 

 
2009-2010 2011-2012 2013-2014 2015-2016 2017-2018  

Range Mean Range Mean Range Mean Range Mean Range Mean 

Caseload  87-2445 572 110-3146 663 47-1932 683 90-3299 819 42-2404 785 

Number of new 

patients in last 4 
weeks 

8-141 33 12-141 43 12-379 65 9-381 64 15-474 68 

Number of days 
between referral 

and first 
assessment 

5-88 39 9-123 38 7-126 35 3-84 35 9-102  33 

Number of staff 
working for 
service 

8-29 13 4-42 15 4-57 15 5-68 18 4-58 19 
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